Change of society's demographic structure (society's ageing) causes a need to reform a statutory free health care system. New expensive medical technologies, growing costs of treatment as society is getting older and older together with stagnated tendencies in inflows from health fees make it essential to look for changes that should ease finances of the system.
Introduction
Change of society's demographic structure (society's ageing) causes a need to reform a statutory free health care system. New expensive medical technologies, growing costs of treatment as society is getting older and older together with stagnated tendencies in inflows from health fees make it essential to look for changes that should ease finances of the system. M. Lalonde: lifestyle (ca. 50 %), physical and social environment (ca. 20 %), genetic factors (ca. 20 %) and medical care system (ca. 10 %) * . This concept had an impact on the socio-ecological model of health, health policy change and became the basis for the development of health promotion. 20 years later, the strategy of "Investment for the health of Canadians" † listed more precisely the defined factors that determine the health of the population. They included, among others:
• level of education -the higher your education is, the greater opportunities there are to manage your life and control your health,
• employment or its lack -people without jobs are more vulnerable to health problems, in particular depression and they are limited as far as opportunities to participate in the social life is concerned,
• the higher your salaries and social status are, the better your health is (this is reflected in the German study of 2010, and the Polish study of 2007 ‡ ),
• the state of the natural environment, including air and water and the condition of the manmade environment, including, for example housing conditions, traffic safety and others (confirmed by the Polish analysis of 2012),
• health care activities aimed at maintaining and improving health condition and preventing diseases (promote health and prevent disease).
So far, there has been no synthetic gauge of the population's health § . As one of the possible indicators, e.g. Human Development Index was adopted. Current HDI (2012) puts Poland on 39 place in the world and 22 in Europe. The top 5 countries are, respectively: Norway, Australia, USA, Holland, Germany.
Another possibility is to compare contractual categories, e.g. average life span, death rate, diseases of circulatory system, malignant cancer morbidity rate, infant mortality rate were established. The results of this compilation allow to conclude that the health condition of Polish society is worse than that of German citizens (Table 1 ). In 2006 the State Hygiene Office (PZH) estimated that Poland needs 17 years to make the indices similar to the average of the EU old members ** . Infant mortality in Poland is still higher than EU average. For 1,000 live births in 2011 in Poland, 5 infants died (4.7), 4 in Germany (3.6), 4 infants on average in EU-27 * . The main problem in Poland is early (neonatal) infant mortality -that is during first four weeks after birth -and is highly dependent on medical services. The main risk factors are related to short gestational age and low birth weight.
Analysis of life expectancy data, causes of deaths and infant mortality in Poland allows to conclude that the health condition of Poles has improved; however, it is still worse than in other EU countries. Average life expectancy in Poland has been rising since 1991 and in 2011 it was 72.4 for men and 81 years for women; the difference between men and women is about 8 years ( Fig. 1.) . Life expectancy for Poles is shorter than in other EU countries (ca. 5 years for men, 2 years for women). Health of Poles is affected by excessive intake of alcohol and nicotine. Still, lack of physical activity, improper and unhealthy diet and low quality of food have adverse effect on our health † . Selected health risk factors related to lifestyle, characteristic for Poland are, among others, * The lowest infant mortality rate is noted in Island, Sweden and Finland (less than 2 infants for 1,000 live births excessive intake of alcohol * , quantity, not the quality being decisive -Poles drink a lot of liquors and beer, much less wine † . Other risk factors in this group is -already mentioned -nicotine, but also diet poor in fresh fruit and vegetables.
Improper diet and lack of physical exercise lead to risk of hypertension high cholesterol and obesity and thus increase the risk of circulatory diseases (so-called diseases of modern civilization, including neoplasms). Highly developed countries are characterised by high morbidity and death rate related to these illnesses (also diabetes which may be obesity-related).
Among adults in Poland, main causes of death are: -circulatory diseases (ca 46 % of all deaths in 2011), -malignant neoplasms (24.5 % of all deaths in 2011), -the third major group of death causes are unrecognized causes (judgment of death based on unknown causes -6 %) ‡ .
As regards the first two categories, it is similar in Germany. Cardiovascular diseases constituted in 2010 approx. 46 % of all deaths, malignancies 26 % of all deaths. In the list of reasons for deaths, however, there is no category based on unrecognized causes, it is only a subcategory of "accidents and suicides," and represents 0.2 % of all deaths § .
A characteristic phenomenon for Poland is still a phenomenon of high excess male mortality. Depending on the age group, the death rate for men is 2 to 4 times higher than for women. The reason for this are biological factors, including loss of health due to smoking tobacco products or drinking alcohol, but also external factors, for example road accidents and suicides ** . Mortality of men in Poland is higher than the average in the EU, and the largest difference occurs for men of the age group 30-59 years old (threat to their lives in Poland is approx. 2/3 higher than in the EU). Closest to the level of male mortality in the EU is mortality of the oldest males, i.e. 75 years old or more and boys under 15 years old † † .
Decisive factors for improvement of medical condition of Poles are environmental factors: general improvement in sanitation, access to food, clean water, healthy lifestyle, household, financial situation, good ecological conditions. In this context it is extremely important to promote "health lifestyle" by running information campaigns on healthy food and encouraging sports, as well as prophylaxis ‡ ‡ and access to methods of recognizing diseases at an early stage. A new problem for developed societies is obesity caused by lack of physical activity and improper food. Active lifestyle significantly reduces the risk of cardiovascular diseases and diabetes. Worse state of health of the population is clear among people with lower level of education, low income, with the unemployed, moreover in some cases, in regions with worse indicators of environmental quality and poorer infrastructure, hindering access to health care facilities § § .
In Poland in 2010 ca. 6.5% GDP was allocated for healthcare, in Germany, France, Holland and Switzerland -countries positively assessed by consumers of medical services -ca. 11% GDP *** . Low public expenditure has so far been compensated with high private fees. Traditionally, * 10.1 litre/person older than 15, EU average 10.7 litre /person. † households in Poland have been spending high amount on medical services, mainly costs of ambulant tests and treatments, purchase of medication and so-called "expressions of gratitude", aimed at obtaining better or faster service * . Together with the social welfare growth, the expenditure on health in Poland will probably grow, as in other highly developed countries.
Statutory health care system in Germany
The health care system is one of the five pillars of German social insurance. Health insurance in Germany is common and compulsory. In June 2014 69.8 million people (ca. 86 % of the population) were under a statutory health insurance; 18 million were insured members of families who did not pay fees. (these figures have been practically unchanged since 2000; over the years slight differences have been kept at the level of several thousand members). Blue-and white-collar workers whose income does not exceed 4,350 euro per month (52,200 euro annually in 2013 † ), the the unemployed, farmers, the retired, and from 1975 also students are subject to an obligatory insurance. This system does not include state administration workers, people who conduct their business activity and those who earn the most, whose monthly incomes are higher than a ceiling set for a given year. Those professional groups have private insurance or are voluntary members of a statutory health insurance system.
Insurance fees in the amount of 14.60 % of the gross remuneration (2013/2014 ‡ ) for working working people are paid in half by an employer and an employee, for pensioners, by a work agency for the unemployed. The following benefits are covered by obligatory insurance fees (data from 2013)
 costs of medical and dentist treatment at a freely chosen doctor  costs of drugs, dressings, medical equipment (e.g. a wheelchair, a hearing aid)  sickness benefits  costs of preventing examinations and early detection of some diseases,  costs of prophylactic vaccinations, apart from tourist ones,  costs of orthodontist examinations for children up to 18 years old,  costs of necessary dentures or crowns from a medical point of view In 2004 some trials were made to disburden a health system by introducing surcharges to, among others, drugs and surgeries. Since November 1 st , 2004 a quarterly 10 euro surcharge was applied to visits at the doctor's or dentist's, except for control/monitoring visits at the dentist's, preventing examinations and vaccinations. In 2012 this surcharge was abolished. Historically in Germany since the 50's of the XX century, i.e. since the introduction of the system after the 2nd World War, more amendments and reforms have been carried out than in Poland (Table 2 ). It was the first significant reform after World War II.
After creating the Federal Republic of Germany, health insurance system changed back to the system of public law self-government association. 1969
For blue-and white-collar workers uniform rules regarding receiving sickness benefits were introduced. 1970-1990 In the seventies, benefits were expanded of preventive medical examinations and a rehabilitation act was introduced. Statutory insurance included farmers, students, disabled, artists and publicists. Expanding a group of the insured caused an increase in health insurance system expenditures. 
expenditures.
In 1989 provisions concerning diagnostic tests, prevention of diseases and covering the costs of orthodontic treatment were introduced. 1991
After German reunification in 1990 since 1.1.1991 statutory health care system was introduced in the former GDR.
1993-2000
In 1993 an organizational reform of the statutory insurance was carried out in order to improve the competitiveness of the sickness funds.
In 1996 a free choice of a sickness fund was introduced. 2000 The reform was aimed at improving the quality of health services and improving the economy of the system (quality assurance, change in the funding system in residential medical treatment).
2004
Paying sickness benefit is the responsibility of the sickness funds. In order to provide funds for this purpose since 2006 an additional fee of 0.5% of gross earnings of the working person has been charged.
A funeral benefit has been abolished for those insured after 1989. In recent years, the furthest reaching reform was the introduction of the Health Fund in 2009 ( Fig. 2) , where contributions of the insured are collected. The Health Fund pays to the sickness funds the lump sum for each insured person and in case of higher risk, such as illness or old age, an allowance.
Since January 2009, a procedure of accepting new members to private health insurance funds will change. Up to now, apart from appropriate incomes, a new member had to be healthy. Therefore, up to now private health insurance funds had the healthiest, the youngest (fees were and still are set with regard to the age and thus to an increased risk of an incidence rate) and those who earn the most. Private sickness funds capitalized the surplus reaching in 2005 fund reserve in the amount of € 103 billion and expanding it to 181 billion € in 2013 * . Private sickness funds pay annual bonuses to its members who do not profit from the settlement of the covered costs of medical services from the return (in the legal system in 2013 a surplus was generated, but so far it has been earmarked for potential recurrence of the deficit) † .
In 2006 the possibility of total liquidation of private sickness funds was considered. However, that was not approved and was abandoned as a legislative initiative ‡ . After all, since January 2009 statutory of private sickness funds has changed. They have to accept each workers whose income exceed 4,350 euro per month; and they are obliged to offer basic tariffs.
Statutory insurance health funds traditionally accepted anyone, including the sick, people with little money, i.e. who paid small fees, and the oldest, whose fees in a private health insurance fund would be much higher.
Introduction of the Health Fund was criticized because it was thought that the Fund would affect sickness funds in a demotivating manner by the disappearance of anyway weak saving and efficient competition. By 2014, these fears will not have been confirmed, sickness funds compete among one another to gain members despite an equal contribution.
Health protection under the health care system in Poland
In Eastern Europe countries after the 2nd World War until the period of the system transformation, to the 1990s of the XX century, there was the so-called Siemaszko system, i.e. a centrally planned system of the national health care with free health care services for all citizens.
During a system transformation, there appeared a need in Poland to introduce a new health insurance besides other elements of the social insurance system. This insurance, valid since 1999, is based on principles of social solidarity, self-government and self-financing (like in Germany -see point health care system in Germany). Initially, autonomous local and professional health funds that were created (in 1999-2002 there were 17 sickness funds, including 16 provincial and 1 professional for the police, the military services and other). In 2003 they were again centralized as one National Health Fund (NFZ). Characteristics and tasks of NFZ are similar to German health insurance system (Table 2 ). It is also represented by regional units. Basic tasks of NFZ are financial management, financing health benefits, medication refunds, but also health promotion and monitoring of prescribing practices
Polish system lacks diversity in statutory health funds, a feature which is characteristic for German system. There were 420 health funds in Germany in 2000, after mergers in 2013 there were 134 left § . Apart from statutory health funds, private health funds operate in both countries, offering -among others -supplemental health insurance.
In Poland, pursuant to the Act of 27.8.2004 on health care services financed from public funds, all citizens are subject to mandatory health insurance 46 , among others:
• workers, farmers • outworkers, people who work under an agency contract or a contract of mandate or other contract for the provision of services, • people receiving social or welfare benefit, people receiving training benefit paid after termination of employment;
• family members of the insured person, including children under 18 years of age or in case of education continuation -under 26 years of age and spouses.
The health care benefits financed from public funds include in particular: 1. Health benefits, i.e. all activities aimed at preserving, saving, restoring and improving health and other medical interventions resulting from the treatment process, for example * :
• medical examinations and advice, treatment, medical rehabilitation, • care of the pregnant woman and the child, • diagnostic tests, • preventive care, • technical activities in the field of prosthetics and orthodontics as well as provision of orthopedic devices and auxiliaries.
2. Health Benefits in kind -medicines, medical devices, orthopedic devices and auxiliaries connected with the treatment process.
3. Benefits associated -e.g. accommodation or medical transport services. According to the act, participation of the patient in the cost of health care services is limited and relates in particular to drugs, medical materials and selected surgical operations and dental materials. In practice, paid access to drugs is for some patients limited or impossible, because only the drugs used in hospital and ambulatory care are reimbursed, while the cost of other drugs is covered entirely with individual incomes. A survey carried out in 2008 showed that 8 % of the respondents could not afford to buy any of the prescribed drugs, and 26 % of the respondents could not afford to buy a part of the prescribed drugs † .
Burdening patients with the costs of drugs causes that the share of public expenditure in the total expenditure on drugs is lower in Poland than in other countries and in 2008 amounted to only 38% (77 % in Germany, the UK 85 %) ‡ .
Similarities and differences of health care systems in Poland and Germany
Health care systems in Poland and Germany belong to a single model, i.e. to the so-called Bismarck model and, according to this model, they are based on compulsory social insurance which implies the existence of a number of insurance organizations, health insurance funds and other institutions that are organizationally independent of the providers of medical services. In contrast to the system based on the compulsory insurance, there are also the so called service systems based on the Beveridge model. Their funding is provided by the tax and they are mostly "national health care systems", such as British National Health Service; systems funded by taxation are also in the Scandinavian countries.
Apart from belonging to one system, both systems of health insurance show similarities and differences presented in Table 3 . People not subject to a statutory health insurance
The system includes all people and does not provide for any exceptions.
The system does not include state administration workers, people who conduct their business activity and those who earn the most, whose monthly incomes are higher than a ceiling set for a given year.
Number of sickness funds 1 (NFZ) National Health Fund 134 (2013)
Legal personality Yes Fee amount Citizens must pay a compulsory insurance fee which is 9 % of their personal income (7.75 % is deducted from the income tax, 1.25 % is covered by the insured).
15.5 % of gross income (7.3 % of the fee is covered by an employer, 8.2 % -an employee).
Type of financing
Mainly from the fees + additional financing from the budget Sickness benefit -choice of a GP (General Practitioner), who directs a person to a specialist -the so called standard services, such as examination and medical advice, diagnostic tests, prevention, provision of drugs and chemicals, standard dental care Non-standard allowances Are paid by a person insured (e.g. plastic surgeries)
Differences
-fee amount and the way of paying it -expensive and complicated treatment procedures such as oncology treatment, treatment of TB and HIV are financed directly from the state budget -possibility to choose a statutory sickness fund -expensive and complicated treatment procedures and planned surgical operations require the prior approval of a sickness fund (application is filled by a doctor, the sickness fund confirms or does not confirm the need for surgery and agrees to bear the cost) Non-health allowances granted from this fund Sickness allowance, rehabilitation allowance, compensatory allowance, childbirth, maternity and care allowances (Journal of Laws 1999, No. 60, item 636) Sickness allowance, maternity benefit, paying a fee when a maternity benefit is being received and during a maternity leave Source: Own study.
Although insurance system has opponents and supporters, in the assessment from the point of view of the customer the system obtained good results (Euro Health Consumer Index * ). The first place in the ranking has been occupied by the Netherlands for several years. For the sixth time a comparative index of national health care systems that is published confirms that in some countries health care systems were created and they operate in a satisfactory manner from the perspective of the patient. The categories assessed include: patient's rights and information, accessibility, outcomes, range and reach of services, pharmaceuticals -the best results are obtained by the countries of equal performance in categories evaluated. At the forefront of this assessment can be found, along with the Netherlands, Denmark and Iceland, Germany takes place no. 14 † , Poland -27 out of 34 countries.
It should be noted, however, that e.g. research conducted in April 2012 by Murawska in Bydgoszcz health care institutions concerning most of all how patients are treated by staff at the registration desk and by nurses did not have bad results: out of the aspects surveyed care and kindness towards patients as well as respect of privacy were assessed as very well and good. (50-60 %). Unequivocally negative evaluation was given to the waiting time to see a doctor (2.0 m % of the respondents rated the waiting time as "very good", 15.9 % "good", most of the answers was in the category of "enough" -44.3 % and about 31 % -insufficiently ‡ ). The approach of medical personnel to patients' problems and patient interest in patients' problems as well as the extent of the information given about treatment was, in contrast to kindness, rated much worse. The first three categories were rated by 40 to 50 % of patients as sufficient.
Although the results of the study are not representative, they correlate with the results of the Euro Health Consumer Index and reflect the situation of the Polish health care system -advice / medical service is realized as far as possible at a high level, but only after overcoming barriers of waiting for this service.
The current situation of the Polish health care system is characteristic of the early phases of development of the highly developed countries. The health situation of the population improves, despite the institutional malformation of the system.
Problems of health care systems in Poland and in Germany
In Poland there are a small number of medical personnel. These values are not only lower than in Germany, but also in comparison with other EU countries (Denmark, France, Sweden). In terms of the number of dentists Poland is in last place (for the EU new member Eurostat has not shared the data) -see Table 4 .
In addition to a small number of medical personnel, in Poland there is insufficient amount of modern equipment to diagnose diseases. A small amount of scanners performing magnetic resonance imaging and computed tomography scanners adversely affects the possibility of early diagnosis of cerebrovascular diseases and thus leads to higher mortality from diseases of this type in Poland. p. 6. † The German system was rated as the least restrictive and most consumer-oriented, where patients can seek any type of care. The main reason for the relatively poor fourteenth position is the fact that this system is average with regard to the results of treatment (as one of the default reasons "Raport" gives a large number of general hospitals and a small one of specialized hospitals). Ibidem, p. 10. ‡ Problems of the Polish health care system in Poland include the situation of hospitals and way of their functioning, including too many small community hospitals. In April 2011, there were approximately 578 public hospitals in Poland (belonging to the state and local governments), their debt is maintained for several years at around PLN 10 billion (of which about 3 billion zlotys are already matured obligations -their maturity passed) * . Treatment of foreigners also contributes to financial problems of hospitals † .
In health care institutions an administrative sector is still too large, and managers of health care facilities have insufficient qualifications; low wages in the health sector cause emigration of health professionals, and the lack of clear criteria in the order of providing medical service makes it easier to favor those patients who are "more grateful" than others waiting for service. At the same time, we should pay attention to the fact that services are limited; access to specialist treatment is difficult and is characterized by long queues of people waiting for the service (waiting time is also extended due to taking patients out of the waiting list), the quality of health services provided is poor and is reflected for example, by high mortality rate as a result of post-operative complications (over 10 % in Poland, with the EU average of 4%, and in Germany 2.5 %) ‡ .
The OECD report Poland was given reprimand due to unequal access to health care, the cause of which was queues of patients waiting for services. It also showed a low level of computerization of health care, lack of control system of health insurance; hospital management level is low, resulting in inefficiencies in the system § . For the Polish health care system, the following recommendations were formulated, among others: to reduce waiting time for service, to introduce co-payments for medical services, to introduce regulations for doctors working in both public and private sectors, to improve a system of additional health insurance while allowing access to this kind of insurance to people who are less well-off, to transfer resources from hospital care to primary health care and long term care, to strengthen cooperation and coordination between the National Health Fund and the Ministry of Health and local governments, as well as to emphasize improvement of hospital management and computerization of the health care system ** .
In terms of recommendations given, it can be said that the problems were identified both in Poland and by non-Polish experts. However, in given conditions it leads neither to solution of those problems nor to raising standards in the health service.
The German system has been operating much longer than the current form of the Polish health care system and efforts were repeatedly undertaken associated with reduction of the costs of its operation and / or increasing its quality. From the beginning of 70 XX century, health insurance fees have been doubled and caused an increase of work cost but the system's quality has not been improved. In comparison to other highly-developed countries Germany is somewhere in the middle with regard to a life span, infant mortality rate, breast cancer. Health care system is so unregulated that all competition rules have been excluded of it. There are no market prices or clarity, the system does not operate with money because fees are counted in points. On their basis, doctors settle accounts with the National Health Service (patients never know how much a visit or a particular examination costs).
In 2012, Porter carried out the analysis of the German health care system and recommended the change of the current direction of hospital treatment set to a wide range of ailments (some diseases in the analyzed units occurred only two times a month) into the so-called integrated system, i.e. units in which specialists collaborate in interdisciplinary teams. A positive example of functioning of such a model in practice is a center for patients suffering from migraine in Essen. Such an integrated interdisciplinary approach leads to savings of approx. 25% of the cost in comparison to the situation in which the patient manages to turn to individual doctors-specialists * . According to Porter, the current organization of the health care system is built around doctors, not patients. The introduction of the proposed changes on the wider scale, however, would mean farreaching reorganization of the entire health care system and, if taken, would be a challenge for the coming years.
In discussions on effectiveness and improvements of health care systems, the issue of marketization of health services is often undertaken. So far, however, the only market health system among OECD countries is the USA, in the EU no country has a market system. In all EU countries, health insurance is mandatory, in some EU countries an insured person is automatically, according to the place of residence, registered in the appropriate sickness fund, for example in Spain, in Italy, in Austria. The European health insurance schemes in different countries belong to one of these models and are funded by contributions from insured members or tax measures respectively. Regardless of the system in all countries, citizens incur additional costs related to health care, and there is no correlation between the method of financing the system (contributions or tax measures) and the amount of subsidies.
In Poland, for a long time there has been an ongoing discussion about the possibility of changes in the financing of health services and the health system. Solutions discussed by Golinowska -more market-like or more subject to state regulation -are still problematic. In the study from 2010, it was demonstrated that the remuneration of doctors is at 70 % of the average salary (national average) -it is not surprising, then, that doctors are for marketization of benefits. While in Poland the solutions are still being looked for, the experience of other countries has shown that non-profit solutions are more common than for profit. However, in the last survey on challenges for the next 25 years, the Polish society voted for solving health care system problems (44 % of the respondents), for counteracting poverty (41 %), and for the reform of the pension system (30 %) † .All categories that scored the highest value can be included in the category of social policy; strengthening of the Polish position on the international arena was at the distant 11th place.
In Germany, the situation is basically similar, the society still has confidence in the state systems (statutory and mandatory) and directly requires from them to take over the responsibility, among others, for securing the income for the old age and for health services offer ‡ . This has been confirmed by by the research conducted by Tiemann and Schreyögg about concerning hospital system: the UK system -more liberal and commercialized has not obtained any better results than the German system § . * In spite of all, they are still proposing and discussing possible changes that are to unburden finances of the health care systems. The changes concern among others: patient payments for visits and treatments, funding of treatment resulting from accidents that happened in free time and while doing risky types of sports and others.
Health care systems in both countries are still focused primarily on restorative medicine, i.e. addressed to those already sick. For several years, however, bigger emphasis has been placed on health education and preventive care by providing free preventive medical examinations. Health promotion also takes place in the workplace.
Conlusion
The advantages of the Polish health care system include well-trained staff and a possibility for a patient to choose a doctor through the abolition of zoning. However, it is necessary to improve components of the health care system, for example it is crucial to increase the number of doctors and to improve equipment of facilities in medical devices, which is now possible mainly from public funds.
It is also a reasonable postulate to change the role of self-governments -their share was to improve the efficiency of the health care system functioning due to fast access to services in the region, it, however, caused unsolved financial problems.
With all previously discussed advantages and disadvantages it should be borne in mind that the health care system based on compulsory insurance and fees is intended to be a socially equitable system. Its continuation is therefore justified, taking into account that additional fees or premiums may prevent groups of people with low-income from having access to the necessary health care.
It is highly probable that a system of additional health insurance will be extended in the near future (such insurance has been offered in Germany for years, e.g. additional private insurance to cover the cost of glasses or dentures).
Increasing the fee or introducing uniform surcharges, like in Germany, is fairer as it does not divide patients into better and worse. In case of increasing the fee, it would be essential to decrease a fee on one of the other types of social insurance so as not to burden salaries additionally, e.g. through decreasing social security insurance by 2 or 3 % and allocating the sum together with a current fee to health insurance. Another option could be a fixed surcharge for services, e.g. as in 2004-2012 in Germany once per quarter or by every visit (like in France where there is 1 € surcharge for each visit, maximum 50 € annually * ). This charge, however, should not be high so that everybody can still have access to health services.
With the expected demographic development of the society in Poland and other industrialized countries, the society quality (education, health) will in the future determine competitiveness of a given country. For both countries, the selected positive qualities and opportunities partly overlap and to summarize, they are presented in Table 5 . With expected demographic development of the Polish society and other industrialized countries, the quality of society (education, health condition) will be decisive as far as the future competitiveness of the country is concerned. The tendency of ageing population will demand innovation on the job market (flexible forms of work, possibility to take on other, lighter activities depending on the age, possibility to combine pension allowances with a job, professional training etc.) and within the scope of health services -improvement of standards and equipment of medical centers with modern devices. Due to longer life of the population it is more and more important to take care of the population's fitness and activity through the promotion of healthy lifestyle and prevention. The increasing number of people aged over 65 will be an additional burden for the health care system.
